Possibly the reason why the case which Sir William Milligan referred to was overlooked by those who saw the patient earlier was that the growth was not then sufficiently large to be visible by the postrhinoscopic mirror, therefore, all cases of deafness should be examined with the naso-pharyngoscope as a matter of routine. Such a case as Sir William Milligan relates would not be missed by this means, even in the earliest stage.
Dr. DAN MCKENZIE: Possibly the reason why the case which Sir William Milligan referred to was overlooked by those who saw the patient earlier was that the growth was not then sufficiently large to be visible by the postrhinoscopic mirror, therefore, all cases of deafness should be examined with the naso-pharyngoscope as a matter of routine. Such a case as Sir William Milligan relates would not be missed by this means, even in the earliest stage.
Dr. JOBSON HORNE: I have always practised and taught a routine examination of the post-nasal space and of the posterior nares with a mirror wherever it is possible, in all cases of diseases of the ear, the nose, or the throat. The importance of that practice and of that teaching has been fully established not only by the clinical surprises from time to time observed and by the aids to diagnosis afforded, but also by the life-long calamities at times thereby prevented.
Mr. SYDNEY SCOTT: It is sometimes difficult to decide whether some cases of middle-ear catarrh are secondary to malignant disease or to syphilis. Last November I saw a patient at the National Hospital for Paralysis, who for six months previously had been treated at another hospital for unilateral middle ear catarrh and Eustachian obstruction. He then developed optic neuritis and paralysis of the left sixth and seventh cranial nerves. The left eighth cranial nerve was unaffected. In the nasopharynx was an ulcer which involved the infundibulum of the left Eustachian tube; it looked like malignant disease, but the nerve lesions pointed to syphilis. (I shall refer to this case more fully another time.) More recently I saw another patient whom I had examined three weeks previously, and found nerve-deafness in the right ear. During the interval he had awakened with loud tinnitus and great deafness in the left ear, which had been previously normal. I found the signs of nerve-deafness with great loss of bone-conduction and of high and low tones, but the left Eustachian tube was impervious even to bougies. His history of syphilitic infection was very definite; he had been treated intramuscularly with salvarsan two years ago, followed by a course of mercury for one and a half years. A week later I found the Eustachian obstruction had gone, the membrane returned to the normal, but the hearing was still worse. (February 18, 1916.) Cases illustrating Otogenic Facial Paralysis.
By DAN MCKENZIE, M.D.
Case I: Post-operative Paralysis.-Male, aged 29, shown before this Section on October 12, 1912, after recovery from lateral sinus thrombosis and serous meningitis, for which translabyrinthine drainage had been adopted. The patient had two operations in all. At the first a buge cholesteatornatous cavity was disclosed, in the depths of which the facial nerve was found slung across the space like a thread and devoid of all bony protection from the genu to the stylo-mastoid foramen. But no paralysis was observed until several hours after the second operation, at which the labyrinth was penetrated to reach the internal auditory meatus, so that the injury to the nerve must have been inflicted during this procedure. The course of the paralysis since its inception illustrates the striking tendency to recovery, but often only to partial recovery, manifested after severe injuries to the nerve in the temporal bone. For six months no change could be detected in the face, but at the end of that period a little fibrillary movement in the fibres of the orbicularis palpebrarum was perceived when the patient was made to close the eyes tight, and the improvement has gone on continuously, but very slowly indeed, during the three years that have elapsed since then. Now he can close the eye, the ala nasi shows movement, and the naso-labial fold appears when he smiles. But none of these movements is equal to that corresponding to it on the other side of the face. The patient himself is of opinion that the improvement is still continuing, and with this I agree, but progress is extremely slow. The reaction of degeneration has never been present. Case II.-Male, aged 32, shown before this Section on May 14, 1915, as a case of recovery after purulent meningitis. In this, as in the first case, translabyrinthine drainage was effected, but the paralysis was observed on the patient recovering from the ancesthetic. The first sign of recovery was seen on December 17, 1915, thirteen months after the operation, in slight movement of the orbicularis palpebrarum, the dilator naris, and the levator anguli oris. The improvement, in this case, unlike the last, is proceeding rapidly.
Case III: Concussion (?) Paralysis.-This case is included in the series, as it seems to suggest the explanation of facial paralysis following mastoid operation in which no sign of exposure of the nerve at the operation has been detected. A male, aged 25, received what was supposed to be a shrapnel wound of the mastoid on May 1, 1915.
He was rendered unconscious for a couple of hours, but no facial paralysis was noticed until two days later, and in four weeks the paralysis began to get well. There is now no sign of it. A small fragment of metal which had lodged in the tympanum was removed by the exhibitor eight weeks ago, by means of a radical mastoid operation, and the route of the missile was then seen to pass through the mastoid and the posterior meatal wall close to the tympanum, and within a few millimetres of the Fallopian canal. As far as could be made out the nerve itself had not been exposed.
Case IV: Paralysis from Otitis Media Purulenta.-Woman, aged 32, who came to hospital with chronic suppuration in the left ear and complete facial paralysis of the corresponding side of the face of one week's duration. The radical mastoid operation revealed cholesteatomatous disease, which had exposed the facial nerve for about i in. in the tympanum. The facial paralysis began to improve six months after the operation, but in this case, as in the first, complete recovery delays its coming.
Case V: Herpetic Paralysis. -Male, aged 32. This case was published in extenso as one of herpes zoster oticus combined with recurrent laryngeal paralysis in the Jouirnal of Laryngology (September, 1915, p. 339) . It is now shown here with the facial paralysis nearly well. (The laryngeal paralysis lasted a few days only.) Case VI: Paralysis from Otitis Media Catarrhalis.-Boy, aged 8. After an attack of acute pain in the right ear, facial paralysis suddenly appeared. There has been no discharge from the meatus. When first seen on December 8, 1915, the membrana tympani showed some dull redness in the upper hemisphere, but it did not rupture. There was no herpes. Consequently this is evidently one of those rare instances of paralysis from simple catarrh of the middle ear, several cases of which have been shown before this Section. The paralysis is rapidly recovering, having been complete for a month only.
The most important cases of facial paralysis from the surgeon's point of view are, of course, those which follow mastoid operations. In my experience, severe facial paralysis from this cause is very rare, and when it does occur it nearly always undergoes great improvement, if not complete recovery, sooner or later. Years, indeed, may elapseaccording to Vohsen as many as ten years-and yet recovery take place. I suggest that the reason for recovery, even after complete section of the nerve, lies in the fact that section of the facial nerve, passing as it does through a fine canal in the bone, may occur without the ends of the nerves being separated from each other, and as the intervening gutter or bridge of bone may be assumed to serve as a guide to the sprouting nerve-fibres, their ultimate union is probable. On the other hand, as the cases now exhibited show, complete recovery may be delayed for a very long time; indeed, it may never be reached. This, also, I ascribe to the narrow channel through which the nerve passes. If the nerve is severed the scar tissue which forms will partially block the passage and prevent the full reunion of the nerve.
I have said that in my experience, and, I believe, in that of all otologists, complete facial paralysis from operative trauma is extremely rare. On the other hand, I find paresis relatively common. This paresis varies in severity. In the mildest cases a slight lagging behind, or delay in closing the corresponding eyelid as compared with the movement of the opposite eyelid in the ordinary action of the involuntary winking of the eyes, is all that appears, and it is so slight as to escape all except the most jealous observation, and so transient that it is visible for but two or three days. Then there are the more obvious and familiar cases, in which the paresis slowly spreads from the eyes to the rest of the face, and after four or five weeks slowly disappears. In many of those cases the surgeon is prepared for the paralysis by the appearance of a facial twitch at the operation. In others, again, no warning has been given, and the paralysis comes as a surprise. It is in such cases that I suggest concussion or contusion to be the cause of the nerve lesion-by contusion I mean, rather, heemorrhage into the canal, the effects of which are not immediately apparent after the operation. Case III illustrates this type, and I can recall another in which the paralysis followed the use at the operation of a blunt set of chisels.
When the nerve is exposed by natural dehiscence in its bony envelope, or by caries of the bone, post-operative paralysis, when it appears, is probably due to septic or traumatic neuritis. It appears about three days subsequent to the operation, lasts about six weeks, and finally disappears.
We frequently come across cases in which a twitch during the operation reveals the exposure of the nerve, but in which, for some unknown reason, no paresis or paralysis ensues.
In the radical mastoid operation one great difficulty we have to contend with is to clear disease from the posterior or postero-external wall of the tympanum (the sinus tympani), where caries often lurks. Curetting here is liable to injure the nerve, and yet to neglect this corner is to run the risk of the disease being prolonged and the benefit of the operation being lost.
The PRESIDENT: This question of facial paralysis is a very practical one. I have had my share of cases of post-operative facial palsy. I had one case in which the nerve had been exposed by cholesteatoma, and the operation was the ordinary radical one for mastoid disease. In these cases I have found that the quicker the suppuration ceases, the quicker is the repair of the nerve. That is what one would expect on a priori grounds.
Dr. H. J. BANKS DAVIS: In the first case the note says: " The reaction of degeneration has never been present"; I suppose that this is an error and means that it has always been and is still present; I think it is there in every case of paralysis after the first week or ten days following injury to the nerve below the nucleus. It may, of course, only be " partial reaction of degeneration" and not complete, but the responses to electrical stimulation cannot be normal if facial paralysis is present, unless it be " functional."
Dr. DUNDAS GRANT: I Wish to support what Dr. McKenzie says with regard to the jamming of the nerve by cicatricial tissue in the tube. I would remind you of a paper which was read by Ferdinand Alt at the International Congress in London, 1913 . It was on old-standing cases of facial paralysis which he had operated upon by deliberately opening the Fallopian canal, and liberating the facial nerve from pressure. I should, feel some diffidence in doing this, but there may be others who have experiences of the kind to offer. I agree it is very rare for the paralysis to rembin complete for any great length of time. I think, with Dr. Gray, that recovery is hastened by using the continuous current. I should like to hear what results have been obtained by the anastomosis of the facial nerve with one of the other nerves; I have not had the opportunity of seeing the ultimate results of that procedure; operators do not seem anxious to record them. In opening the aditus I use a guard, and I think it has helped me to avoid facial paralysis. But the guard must be held by an experienced person, otherwise it may defeat its object, especially if there is anything like dehiscence in the canal. Anatomical investigations have shown that the course of the facial nerve varies; in some cases it runs vertically downwards from the inner wall of the aditus; in others it runs for some distance horizontally outwards, and then makes an almost right-angled turn downwards; and in the latter cases it is specially liable to injury. By careful operating one can chip off the corner of the bend without cutting through the facial nerve. In using the -chisel, I find it best to turn the bevel of it over, so that the tendency is for the tool to work towards the surface rather than the deeper parts. I ask whether it is common for the facial nerve to be affected when translabyrinthine drainage is carried out. It is such a fascinating procedure that one would like to be assured it is free from that risk. Of course, a freer drainage can bo secured by making an opening in another place, though.the ensuring of asepsis is then probably more difficult.
MH-l19a
Sir WILLIAM MILLIGAN: If Dr. McKenzie will do me the honour of reading Milligan and Wingrave on "Diseases of the Ear," he will find a chapter devoted to facial nerve paralysis. I rise, however, to draw attention to the injury which is often done by curetting the middle ear. If it is to be done at all, it should be carried out from behind forwards; it is then less risky.
If, unfortunately, one divides the nerve in the course of an operation, one should have the courage to open up the aqueduct immediately as far as possible, and endeavour to twist a little piece of foil or india-rubber tissue round the nerve, so as to conduct it to the distal opening in the bone, and so encourage repair. I have seen two cases of bilateral facial paralysis in middleear disease. I agree that there is generally some recovery in these cases, and the lapse of years does not make the case hopeless. It is rare to find a patient suffering from absolute and permanent palsy of the nerve. We in this country do not see anything like so many cases of this kind as are to be met with in many Continental clinics.
Dr. JOBSON HORNE: I agree with what has been said about the importance of care in curetting the middle ear in the mastoid operation, and apart from any mastoid operation I would urge particularly the advisability of confining all curettage of the middle ear to patients indoors and in bed. Referring to Dr. Grant's point about reversing the chisel when removing the bridge in the mastoid operation so that the bevel of the chisel is on the under surface, at that stage of the mastoid operation I work with a curved chisel with the bevel on the under surface. With the use of that instrument and Hartmann's punch forceps I have always escaped injuring the facial nerve. Apart from traumatism, there have been cases of ear disease in which facial paralysis was inevitable, such as tuberculous disease of the ear.
Mr. SYDNEY SCOTT: We do not find that facial paralysis always follows the translabyrinthine operation for meningitis,' although it occurred on the third day in the first case which Mr. West and I described. One should be specially careful to keep close to the floor of the internal auditory canal.
Dr. DAN MCKENZIE (in reply): I will not reply at length at this hour, but suggest the subject for a discussion at another session. Unless you curette the ear very thoroughly in some cases, you will not get it to heal up. And in the cases of caries in the posterior part of the tympanic cavity, the spot where the nerve is most liable to be exposed and where facial paralysis is produced, one must always curette there if the case is to be cured. I think we should decline to remove a polypus from the middle ear except through the mastoid; I have t-wice seen a polypus attached to the exposed trunk of the nerve, and if it had been removed in the ordinary way, facial paralysis would have been inevitable.
